The Impact of Culturally-Tailored Education on Knowledge and Behavior Related to Screening and Lifestyle Management of Blood Pressure in African Immigrants by Erskine, Sarah
UNLV Theses, Dissertations, Professional Papers, and Capstones 
5-1-2020 
The Impact of Culturally-Tailored Education on Knowledge and 
Behavior Related to Screening and Lifestyle Management of 
Blood Pressure in African Immigrants 
Sarah Erskine 
Follow this and additional works at: https://digitalscholarship.unlv.edu/thesesdissertations 
 Part of the African Studies Commons, Nursing Commons, Race, Ethnicity and Post-Colonial Studies 
Commons, and the Science and Mathematics Education Commons 
Repository Citation 
Erskine, Sarah, "The Impact of Culturally-Tailored Education on Knowledge and Behavior Related to 
Screening and Lifestyle Management of Blood Pressure in African Immigrants" (2020). UNLV Theses, 
Dissertations, Professional Papers, and Capstones. 3891. 
http://dx.doi.org/10.34917/19412068 
This Dissertation is protected by copyright and/or related rights. It has been brought to you by Digital 
Scholarship@UNLV with permission from the rights-holder(s). You are free to use this Dissertation in any way that 
is permitted by the copyright and related rights legislation that applies to your use. For other uses you need to 
obtain permission from the rights-holder(s) directly, unless additional rights are indicated by a Creative Commons 
license in the record and/or on the work itself. 
 
This Dissertation has been accepted for inclusion in UNLV Theses, Dissertations, Professional Papers, and 
Capstones by an authorized administrator of Digital Scholarship@UNLV. For more information, please contact 
digitalscholarship@unlv.edu. 
THE IMPACT OF CULTURALLY-TAILORED EDUCATION ON KNOWLEDGE AND
BEHAVIOR RELATED TO SCREENING AND LIFESTYLE MANAGEMENT OF 
BLOOD PRESSURE IN AFRICAN IMMIGRANTS
By 
Sarah Erskine 
Bachelor of Science-Nursing 
Berea College  
2011  
Master of Science- Nursing 
South University  
2016  
    A doctoral project submitted in partial fulfillment 
of the requirements for the 
   Doctor of Nursing Practice 
School of Nursing 
The Graduate College 
University of Nevada, Las Vegas





The Graduate College 
The University of Nevada, Las Vegas
        
April 13, 2020
This doctoral project prepared by  
Sarah Erskine 
entitled  
The Impact of Culturally-Tailored Education on Knowledge and Behavior Related to 
Screening and Lifestyle Management of Blood Pressure in African Immigrants 
is approved in partial fulfillment of the requirements for the degree of 
Doctor of Nursing Practice 
School of Nursing 
 
                
Jennifer Kawi, Ph.D.       Kathryn Hausbeck Korgan, Ph.D. 
Examination Committee Chair      Graduate College Dean 
 
Alona D. Angosta, Ph.D. 
Examination Committee Member 
        
Arpita Basu, Ph.D. 




The number of African Immigrants in the United States is increasing. The prevalence of 
hypertension among Blacks, including African Immigrants are high. In addition to the increased 
susceptibility to hypertension, lack of disease awareness and unhealthy lifestyle are documented 
barriers to achieving adequate blood pressure control. The purpose of this project was to determine 
the impact of implementing a 30-minute, culturally-tailored, evidence based educational session on 
hypertension to promote knowledge and initiate behavior change in African Immigrants. This was a 
descriptive, cross-sectional study. Blood pressures were measured and survey instruments such as 
the Hypertension Evaluation of Lifestyle and Management scale (HELM) to assess knowledge and 
the Hypertension Self-Care Profile (HBP-SCP) Behavior subscale were completed by participants 
pre and post-educational sessions with a 30-day follow up. Paired t-test results were not significant 
for blood pressure readings and scores from the HBP-SCP from two time points (pre and 30-day 
follow up). Paired t-test scores from the HELM at three different time points showed significant 
increase in knowledge immediately post education but was not sustained after a 30-day follow up. 
Findings from this Doctor of Nursing Practice Project resulted to a short-term, immediate increase 
in knowledge on hypertension that is necessary toward initiating improved lifestyle among African 
Immigrants. This project, using a brief, practical, and introductory educational program helps to lay 
a foundation for more comprehensive work in the future.  
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CHAPTER I: INTRODUCTION AND DISCUSSION OF PHENOMENON OF
INTEREST
Blood pressure (BP) is defined by the American Heart Association (AHA, 2019a) as the as 
the pressure that is exerted by blood on blood vessel walls, particularly arteries; this pressure varies 
based on the efficiency of the heart muscles, vascular wall, blood volume, blood viscosity, and 
patient’s age and health. This pressure can be low, normal, or high; the latter is the focus of this 
paper. High blood pressure is also known as hypertension (HTN) and is defined as a persistent 
elevation in the pressure of blood through the arterial vasculature (AHA, 2019a). Globally, more 
than a billion people are affected by HTN, contributing to increased medical costs, low quality of life 
due to complications, and increased mortality (Benjamin et al., 2019). The World Health 
Organization (WHO, 2013) emphasized that HTN is a significant problem worldwide; it is a "silent 
killer" that has created a global health crisis.
less than two separate occ According to AHA, nearly half of the 
American population has HTN and many are unaware of their blood pressure (AHA, 2019a). 
Hypertension has been shown to increase cardiovascular risk, stroke, and end-stage renal disease 
(Nguyen et al. 2016; Shaikh, Petray, & Wisner Not only is this condition 
highly prevalent but it also has severe consequences if left unmanaged. In America alone, blood 
pressure-related deaths rose by 37.5% between 2005 and While HTN is 
known as a risk factor for all-cause mortality, screening and management are often not given due 
consideration (Babee Beigi et al., 2014). Limited knowledge about the cause, effect, and treatment of 
HTN is a known barrier to effective management (Ataklte et al., 2015; Beune et al., 2014). Increased 
knowledge could prompt an individual to seek necessary health-promoting behaviors (Taggart et al., 
2012). Furthermore, despite seeking usual medical care, evidence has shown individuals lack disease 
awareness on HTN, which becomes a barrier to effective treatment (Wozniak et al., 2016).
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-related 
strategies. According to AHA (2019b), although many more adults would be classified as having 
HTN, not many of them will need to start on medication therapy since behavior changes through 
lifestyle modifications could positively impact blood pressure control (Benjami
Lifestyle modification is strongly emphasized by AHA, stating most patients do not necessarily need 
Effective lifestyle changes such as 
maintaining a healthy weight, smoking cessation, low sodium diet, healthy balanced diet, limited 
alcohol consumption, and increased physical activity are recommended as best evidence-based 
 To appeal to 
high-risk groups, these modifications need to be detailed further by incorporating culturally-tailored 
variations. Educational programs tailored to unique values, attitudes, and behaviors specific to the 
population of focus are considered culturally appropriate and responsive to the needs of such 
population (Creamer, Attridge, Ramsden, Cannings John, & Hawthorne, 2016). 
Problem Statement  
In clinical practice and research studies, African Immigrants (AIs) are commonly 
classified racially as Blacks, a category that also refers to African Americans. With the increase in 
the number and diversity of AIs in the United States, they are at risk of not having their unique, 
chronic disease health needs fully understood and managed (Venters & Gany, 2011). As 
compared to their White counterparts, AIs have been shown to have a higher tendency of having 
HTN (Beune et al., 2014). It has also been shown that a knowledge gap exists in the screening 
and management of HTN in AIs, hence, there is a dire need for better education. With 
inadequate education, AIs are at risk of not being aware of the necessary lifestyle modifications 
to tackle this chronic disease. Beune et al. (2014) postulated that research increasingly showed 
ethnic minorities might benefit from culturally-tailored education programs. 
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Hypertension control remains a top priority and therefore, cultural understanding and 
competent care delivery for AIs are essential. A study of HTN perceptions among African 
Americans noted that while some study participants were educated on HTN management and 
attempted lifestyle modifications, they lacked the practical steps on what to do to modify their 
culture-specific diet (Pettey et al., 2016). Educational programs lack the necessary components of 
culturally-tailored strategies targeting traditional nutritional habits and unhealthy lifestyle practices 
of certain populations, minimizing the impact of such programs.  
Significance of the Problem 
Current literature showed Blacks, including AIs, have a higher prevalence of HTN, lower 
control rates, and higher prevalence of associated complications (Beune et al., 2014; Cole, Reed, 
Tannkis, Trinh-Shevrin, & Ravenell, 20 Based on the 
National Center for Health Statistics (2017), the prevalence rates for HTN in the United States 
among Blacks is at 40.3% compared to whites at Additionally, Blacks compared to Whites 
have an increased incidence of HTN in the earlier years of life Lackland; crediting a lack of disease 
awareness as a source of poorer management outcomes among Black racial groups compared to 
Whites (Lackland, 2014). This project focused on a subset of those individuals racially classified as 
Blacks but self-identified as AIs. In this project, AI is defined as first-generation, continent-born 
migrants from Sub-Saharan Africa into industrialized nations such as the United States. This nativity 
distinction was important because homogenous lumping of racial groups might mask further 
Of the 3.7 million Black immigrants in 
Research has shown African migrants in 
Western countries are at increased risk of HTN (Commodore-Mensah, Ukonu, Cooper, Agyeman, 
& Himmelfarg, 2017; Haafkens, Beune, van Charante, & Agyemang, 2009). Greater awareness of the 
population risk produces opportunities to recognize and respond to this risk. Further, clinicians who 
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are not aware of patient views and experiences regarding HTN are not able to effectively address the 
issue at hand (Beune, Haafkens, & Bindels, 2011).  
Purpose Statement 
Despite strong endorsement and promotion of identification and treatment of HTN by 
health organizations such as the Centers for Disease Control and Prevention (CDC) and World 
Health Organization (WHO), the global prevalence of undiagnosed and unmanaged HTN remains 
high. Specifically, AIs are susceptible to the statistic of suboptimal recognition and poor control of 
HTN, creating an opportunity for emphasizing primary, secondary, and tertiary education to 
prevent adverse health outcomes. 
While education on lifestyle modification recommendations promise good results in the 
control of HTN through appropriate behavior changes, their implementation depends on 
awareness and effective adoption into practice. The purpose of this Doctor of Nursing Practice 
(DNP) scholarly project was to determine the impact of implementing a culturally-tailored, brief, 
practical, evidence-based educational session on HTN aimed at increasing knowledge and 
initiating behavior change among AIs. Nurse practitioners are well poised to provide educational 
interventions to improve patient outcomes in this area (Bangurah, Vardaman, & Cleveland, 2017) 
and a DNP project geared towards evaluating this would be valuable. Effectively so, nurse-led 
cultural education on managing HTN in Africans has shown positive results in improved blood 
pressure (Beune et al., 2014).  
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CHAPTER II: REVIEW OF THE LITERATURE
A search of the literature was conducted using the terms and combination of terms such as;
African Immigrant, African descent, African born immigrant, black, sub-Sahara, blood pressure, 
hypertension, education, diet, lifestyle modification, cultural competence, culturally- -
. Data sources were Cumulative Index of Nursing and Allied 
Health Literature, PubMed, and Google Scholar. The search was condensed to peer-reviewed 
literature in the past ten years given the limited literature that exist around the topic.  
Hypertension Prevalence among African Immigrants  
Few studies have looked into AIs and HTN. Beune and colleagues have contributed to 
this topic by conducting studies that continued over several years focusing on HTN in 
Surinamese and Ghanaian migrants in the Netherlands (Beune, Haafkens, Schuster, & Bindels, 
2006; Beune et al., 2011, 2014). They emphasized the high prevalence of HTN in these 
immigrants compared to their White counterparts and postulated that not only are AIs at risk for
HTN but minorities also faced additional risks that impacted their perception, identification, and 
management of HTN (Beune et al., 2006). Similar findings of increased prevalence of HTN in 
people of Sub-Saharan descent and those migrating to developed countries have been noted in 
other studies (Adeloye & Basquill, 2014; Ataklte et al., 2015; Campbell, Bovet, Schutte, 
Lemogoum, & Nkwescheu, 2015). Furthermore, the prevalence of HTN among adults within 
Africa is increasing, only less than a third are aware of their HTN status (Larson, Rabkin, 
Mbaruku, Mbatia, & Kruk, 2017). Several studies revealed some of the worst findings of 
underdiagnosis and undermanagement of HTN were in Sub-Saharan Africa (Adeloye & Basquill, 
2014; BeLue, 2017; Larson et al., 2017). Authors attributed the increasing prevalence of HTN in 
Africa to lifestyle changes resulting from industrialization, one study specifically found HTN risk 
among Blacks in South Africa was comparable to Blacks in the United States (Cooper et al., 
2015).  
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In the United States, AIs are a subset of racially classified Blacks at high-risk for HTN.
African Immigrant data on HTN are typically aggregated with all other Blacks so prevalence data 
specific to the population under study are lacking. Hence, it is important to reinforce the annual 
screening guideline by the U.S. Preventative Task Force (USPSTF; Siu, 2015). The process of 
measuring blood pressure itself is easy, fast, noninvasive, and can be done in any setting’ USPTF 
recommends in-office blood pressure readings that are elevated should be confirmed with 
readings outside a clinical setting (Siu, 2015). Education settings in the community create an 
opportunity to take out-of-clinic blood pressure measurements, noting different blood pressure 
categories (Appendix A).  
 African Immigrant Knowledge of Hypertension  
Among AIs, the prevalence of HTN has been attributed to lack of disease knowledge and 
poor lifestyle practices (Adeloye & Basquill, 2014; Ataklte et al., 2015; Beune et al., 2011, 2014; 
Dzudie et al., 2017; Okafor, Carter-Pokras, & Zhan, 2014). If individuals are not aware of a 
disease, its associated risks, and management, they may be in danger of suffering from what would 
have been preventable disease consequences.  
African Americans are documented to have lower disease-related knowledge on HTN 
due to barriers related to inadequate information, false health beliefs of cause, consequences, 
and cure, poor adherence, and difficulty in changing current habits (Odedosu, Schoenthaler, 
Vieira, Agyemang, & Ogedegbe, 2012). African Immigrants face similar challenges. Some AIs 
shared the belief that HTN is transient and a result of migration stressors, therefore, returning to 
their country of origin would solve their blood pressure problem (Beune et al., 2006).  
Migration has demonstrated worsening HTN outcomes due to changes in culture and 
behavior, creating a need to educate immigrants of risk factors and strategies for the 
management of HTN (Daramola, 2012). It is important to inform individuals that poor 
adherence to lifestyle and pharmacologic management are the most modifiable risk factors in 
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HTN (Beune et al., 2014). With the surge of AIs in the United States and changing 
demographics, more immigrants might not necessarily speak English as their primary language, 
are poorer, and less educated; all are conditions that make them susceptible to an unhealthy 
lifestyle (Venters & Gany, 2011). Closing the knowledge gap is a step toward promoting lifestyle 
modifications that could initiate positive behavior changes, particularly among AIs who are 
reluctant to use pharmacotherapy, lack social support, have inadequate exercise facilities, and are 
 
Further, Okafor et al. (2014) reported studies on immigrants from West Africa to the 
United States that have shown an increased prevalence of obesity, hypertension, and diabetes 
because immigrants are likely to adopt the diet of the lower socioeconomic class in the United 
States; one with high fats, sugars, and calories. These were partly attributed to lack of financial 
resources and having to work multiple jobs that are low paying, especially in the earlier years of 
transition. Culturally-targeted and practical strategies to help address HTN knowledge and 
behavior might be helpful and worthwhile when financial resources are scarce. Furthermore, it 
might be advantageous to have better education in these areas so individuals could maximize 
financial expenditure on the food types that positively affect their health while considering cultural 
practices.  
Lifestyle Recommendations  
The CDC (2019), AHA (2019b), and other medical organizations such as the WHO  
(2013) have highly recommended healthy lifestyle behaviors to prevent and manage HTN including 
eating a heart-healthy diet, doing regular physical exercise, aiming for a healthy weight, quitting 
smoking, and limiting alcohol consumption. These recommendations are a result of extensive 
research, are evidence-based, and have had a positive impact across diverse populations. These 
standard lifestyle recommendations are discussed in detail in Appendix B and summarized in 
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Appendix C. Appendix B also contains culturally-tailored recommendations for AIs developed 
specifically for this project based on evidence-based guidelines. 
Diet A major component of lifestyle modification is diet. African Immigrants must 
acculturate to a new diet upon arriving in the United States. Diet acculturation is the process by 
which immigrants adopt food and beverage nutritional practices of their host country. AIs 
generally view this as a negative determinant of health due to moving from an agriculturally based 
diet to one of processed, high sugar, and high-fat content diets in the United States (Okafor et al., 
2014). Adapting to new dietary options in a manner consistent with their heritage is key to AI 
families. The National Institute for Health (NIH, 2019) recommends a healthy balanced diet. A 
well-balanced diet that has been successfully implemented in different populations with success is 
the Dietary Approaches to Stop Hypertension (DASH; NIH, 2019; see Appendix B for further 
details). As a family-centered society, AIs can involve every individual in healthy nutrition 
regardless of their role in food purchase, preparation, or consumption (BeLue, 2017). When 
individuals carry out their task with the knowledge of the disease burden in mind, they contribute 
positively to reducing such disease burden. 
Heritage Diet to discuss the cultural foods of African Americans, a people of African descent.
The African Heritage diet pyramid too was formulated by Oldways a non-profit organization 
dedicated to food and nutrition promotion of various cultures (2020). Their novel approach 
combines the scientific nutrition recommendations with a focus on African ancestry. To promote 
the adoption of a healthy lifestyle among AIs, it is important to highlight their rich native diet 
while also introducing healthy substitutions in the same food groups (Appendices D and E). In 
the words of Oldways (2020), the essence of the African Heritage Diet is captured in the 
following quote:  
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Africa is home to leafy greens, root vegetables, mashed tubers and beans, and many 
different plant crops across its lands. In Central and Western Africa, traditional meals 
were often based on hearty vegetable soups and stews, full of spices and aromas, poured 
over boiled and mashed tubers or grains. In Eastern Africa, whole grains and vegetables 
are the main features of traditional meals, especially cabbage, kale and maize (cornmeal). 
In the Horn of Africa, where Ethiopia and Somalia are found, traditional meals are based 
on flatbreads like injera (made of teff, sorghum or whole wheat) and beans blended with 
 
Salt intake. Excess salt is associated with increased blood pressure and, therefore, it is 
 The 
dietary salt sensitivity leads to greater blood pressure increases in Blacks compared to Whites 
with a greater tendency to be overweight or obese (Beune et al., 2014; Lackland, 2014). Salt 
sensitivity is disproportionate blood pressure in response to varying amounts of sodium intake 
as a result of excessive sodium retention and predominance of low renin secondary to 
aldosterone sensitive epithelia channels commonly noted in Blacks (Rayner & Spense, 2017). 
Due to this increased sensitivity, AIs need to take precautionary measures against continuing 
unhealthy salt intake habits in their countries of origin. Unfortunately, studies showed excessive 
salt consumption is problematic in African populations, with more than two thirds of the 
population perceiving increased salt intake as non-problematic to their health (Menyanu et al., 
2017; Oyebode, Oti, Chen, & Lilford, 2016). Lack of adequate knowledge on appropriate salt 
intake was identified as a contributor to this practice. Salt is often added in cooking and 
conveniently placed at the dining table; salt reduction is not well perceived by AIs to largely 
affect their blood pressure. For example, a third of 1,290 participants in a study were reportedly 
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unaware of the adverse relationship between salt and HTN (Menyanu et al., 2017). In a 
systematic review of 42 articles, Oyebode et al. (2016) corroborated the findings that salt 
consumption in Sub-Saharan Africa was significantly higher than the recommended limits,
therefore, they supported the WHO (2013) goal to reduce sodium consumption by 30%.  
Physical exercise. Physical exercise is essential to overall health including blood 
pressure control, weight reduction, stress management, and support of a strong heart (AHA, 
2019b). Remaining active is a result of a habit that stems from a conscious decision. The 
guidelines for physical activity are detailed in Appendix B (AHA, 2019b). The AHA (2019b) 
recommended the culture of exercise be adopted by making a conscious decision to change the 
state of inactivity. It is recommended that individuals find ways to enjoy their activities of choice 
to sustain efforts. Studies of AI women have shown mixed results; those in Spain and Australia 
were cited as being more physically active while those in England were even less active than they 
 A study of cardiovascular risk 
factors in AIs in the United States showed nearly half of the study participants did not get 
adequate exercise as recommended by the AHA (Commodore-Mensah et al., 2017).  
Smoking and alcohol. Smoking causes the formation of plaque, an arterial stricture that 
negatively impacts blood pressure. Smoking is the leading cause of preventative risk for heart 
attack and strokes (AHA, 2019b). In exploring AIs in Glasgow, Ezika (2014) noted AI women 
were less likely to smoke compared to AI men. Accordingly, there was an average awareness of 
smoking risks but those were thought to apply only to heavy users. Ezika suggested the necessity 
for public intervention in community meetings to help educate AIs regarding the dangers of 
smoking and promote smoking cessation. In another study, Commodore-Mensah et al. (2016) 
had minimal AI participants and noted reliable data on overall smoking prevalence among AIs 
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were lacking. Nonetheless, as a major risk factor, smoking cessation would be important to 
address as a modifiable risk factor to manage HTN. 
Another substance of concern is alcohol. Excessive alcohol could raise blood pressure; 
specific recommendations are also noted in Appendix B. These recommendations are 
particularly important for those diagnosed with HTN. In Sub-Saharan Africa, alcohol is the fifth 
leading cause of death (Campbell et al., 2015). A qualitative study of West African born 
immigrants in the United States found these immigrants were faced with unfamiliar and 
challenging stressors that might cause them to resort to substances such as alcohol to cope in 
their new country of residence (Senreich & Olusesi, 2016). The same authors found spirituality 
was a major deterrent to substance abuse, hence the importance of spirituality among AIs.  
Stress management. Managing various stressors is another key to blood pressure 
control. In addition to the daily challenges and demands people in America confront, AIs face 
several additional stressors: migration-related stress, limited education, limited financial resources 
with increased family responsibility, and difficulty navigating a complex health system (Shipp, 
Francis, Fluegge, & Asfaw, 2014). Furthermore, the stressors of migration have been self-
identified as a contributor to HTN in AIs, indeed, some expressed thoughts that a return to their 
country of origin might resolve this problem (Beuene et al., 2014). However, returning is not an 
easy or feasible option.  
Immigration is a major life event that can alter healthy behaviors previously practiced 
such as frequent physical exercise like walking and producing and cooking one's food. These have 
been replaced with 
relying on fast, processed, and lower nutritional content foods that are more affordable (Okafor 
et al., 2014). Stressing the role of family support in all interventions designed to improve HTN is 
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key (BeLue, 2017). Spirituality is again another important and popular tool AIs could incorporate 
into their lives to help manage their stress (Senreich & Olusesi, 2016). 
Educational Interventions
Few studies have explored educational programs among AIs but these have shown 
improved effect on HTN knowledge and behavior (Baabee et al., 2014; Beune et al., 2014; 
Daramola & Scisney-Matlock, 2014; Okafor et al., 2014). In one study, Beune et al. (2011) 
designed an intervention that examined culture-specific enablers and inhibitors of HTN 
management, perceptions and concerns, and specific HTN counseling needs from which they 
designed a custom handout to address questions and clinical recognition of those barriers. This 
intervention design was the foundation of several additional studies they undertook. Tibebu, 
Mengistu, and Negesa (2017) measured the effect of lifestyle modification counseling in 
Ethiopians and found those who had more knowledge had better adherence to lifestyle 
modifications. Another study on HTN and perceptions among African Americans noted that 
while study participants were educated and tried to adhere to lifestyle modifications, they lacked 
the practical steps on how to modify their culture-specific diet (Pettey et al., 2016). Real-world 
applications could be implemented through an approach that emphasizes native foods during 
education. Tailoring education sessions using culture-specific resources did not seem to threaten 
the elimination of cultural foods individuals enjoyed. Wieland et al. (2012) also added a 
component of visualization with the use of food props to educate various cultures on healthy 
portions and modifications of their native diet without eliminating them. In this project, 
visualization was accomplished by using MyPlate (U.S. Department of Agriculture, 2019), as 
noted in Appendix F, which served as an educational tool to illustrate how much participants 
should eat in combining their native foods for each meal.  
In another study, a four-week nurse-led counseling session on lifestyle and behavior 
change in a faith group showed positive results that could be replicated in other settings and 
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communities (Bangurah et al., 2017). Educational activities designed to increase awareness of 
HTN and lifestyle modifications to reduce complications could be applied to any patient 
population (Tocci & Figliuzzi, 2017). Other studies on AIs have shown the positive impact of 
culturally-tailored material in addition to standard educational counseling on the impact of 
knowledge and accompanying behavior change (Beune et al., 2014). In their study approaches, 
culture education sessions were nurse-led for 30 minutes at a time, occurred on three separate 
occasions, and addressed HTN among AIs that focused on knowledge, medication, and lifestyle 
modification (Beune et al., 2011, 2014). The benefits of BP control could also be used to motivate 
and reinforce positive behavioral change, which could ultimately result in better HTN 
management (Han et al., 2014).  
Synthesis of Available Evidence.  
Although some studies were done regarding AIs and HTN, a gap remained that this 
project specifically addressed in implementing culturally-tailored education to evaluate 
knowledge and behavior related to screening and management of blood pressure among Sub-
Saharan African Immigrants in the United States. This literature review showed the need to pay 
attention to increased prevalence and incidence of HTN in the AI community. This is 
particularly important as the AI population continues to increase and research is limited 
regarding HTN and AIs. The literature showed a current lack of disease knowledge and poor 
lifestyle practices such as poor nutritional intake, increased salt intake, and stress as contributing 
factors to HTN among AIs. This project incorporated evidence-based and culturally-tailored 
educational strategies that would apply among AIs as noted in Appendix B (includes number of 
minutes spent for each topic and addresses the questions in the HELM and HBP-SCP Behavior 
subscale). Although the educational session was limited, this project was developed to be a 
realistic, practical, and introductory entry into this population with the intent to carry out longer, 
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more comprehensive educational sessions in the future. Future studies would also be able to use 
this initial project as a foundation.
Short education sessions have been implemented to promote health and wellness in various 
populations. One group-based short education intervention on adults with type  
2 diabetes showed significant hemoglobin A1C improvement (Merakou, Knithaki, Karageorgos, 
Theodoridis, & Barbouni, 2015). In another study, participants from a low-income community 
benefited from a short, comprehensive education intervention on nutrition and health
administered over three sessions a week with another week where participants implemented this 
education (Rustad & Smith, 2013). In the final week, the authors collected data on knowledge and 
behavioral changes. Another study on short education sessions was a combination of spa and 
individualized self-management interventions in addition to routine exercise to address 
musculoskeletal disorders to address the quality of life improvement of employees (Lanhers et al., 
2016). Short education sessions that are comprehensive and focused in scope could add to the 
long-term success of HTN health in AIs.
Needs Assessment and Description of the Project 
Current practice on actual screening and management of blood pressure among AIs is 
lacking and needs reinforcement (Commodore-Mensah et al., 2016; Daramola, 2012). Literature 
findings provided evidence for the high prevalence of uncontrolled HTN, a key component of 
cardiovascular disease in the AI population (Commodore-Mensah et al., 2017; Cooper et al., 2015; 
Daramarola, 2012). Furthermore, there has been an unprecedented immigration rate of Africans to 
the United States in the past two decades, yet AIs remain strongly understudied (Commodore-
Mensah et al., 2017). These data provided a strong rationale for this DNP project. In particular, the 
necessity for specific cultural considerations in addressing the needs of an increasing population of 
AIs in the United States was a compelling reason for this project with their high prevalence of HTN, 
poor screening, and disease control among Black populations.  
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Population Identification 
The population of interest was first-generation continent-born, AIs who migrated to 
industrialized nations. Specifically, this project focused on adult migrants from Sub-Saharan Africa 
who migrated to the United States.  
Identification of the Project Sponsor and Key Stakeholders  
The project chair was Dr. Jennifer Kawi. Key stakeholders included those in the Dallas 
metroplex AI community, a subset of the participants came from this community as they would 
be the intended beneficiaries of this project. Community leaders in selected churches, 
organizations, and businesses around the location of interest (Dallas, Texas where the student 
investigator resided) were contacted and this project was discussed with them. The University of 
Nevada Las Vegas (UNLV) DNP Student Dissertation Project Award from the UNLV, School 
of Nursing provided financial contribution that facilitated the fulfillment of this project. The 
UNLV Institutional Review Board (IRB) provided approval that this project would be 
conducted in a manner consistent with human subjects research (Appendix G). All school and 
graduate college guidelines were followed in selecting the project committee members.
Cost-Benefit Analysis  
The project’s development and implementation were associated with multiple costs. The 
most significant was time to train two project assistants. Only one of them already had the 
required Collaborative Institutional Training Initiative (CITI) certification and the other was 
required to complete it for this project. There were dedicated meetings and communications to 
discuss project implementation plans and clarify various roles and responsibilities.  
Costs associated with the printing production of this project materials included the consent 
forms, surveys, participants' packets, and feedback. Additional costs were incurred with the 
purchase of measurement tools for blood pressure, weight, and height. A significant portion of the 
budget was dedicated to four round trip tickets between Dallas and Las Vegas due to necessary 
relocation changes by the student investigator. While all attempts were made to minimize these 
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costs, the airfare costs remained the biggest expenditure. There were additional costs associated 
with acquiring the services of a professional editor.
Project benefits included providing much needed information and initial exposure of a 
comprehensive lifestyle modification education for the participants. These were evidenced in the 
feedback provided in writing on the follow-up questions participants were asked. While associated 
financial costs were incurred with this project, the ultimate and overwhelming benefit from 
creating an initial impact to the AI community as it related to improving hypertension knowledge 
and potentially, overall health outcomes in the future were larger.  
Scope of the Project  
The overall scope of this DNP project focused on a brief, culturally-tailored education 
session. This was intended to increase knowledge and initiate lifestyle modification changes 
among African Immigrants.  
Mission, Goals, and Objectives  
The mission of this doctoral project was to implement a brief, culturally-tailored 
educational program on relevant blood pressure-related topics that included screening and 
lifestyle modifications in the AI community. These were aimed to increase knowledge and initiate 
behavior change in this specific population.  
This project had two goals. The first was to increase HTN-related knowledge with the 
intent of initiating healthy behavior and lifestyle modifications using culturally-appropriate 
educational considerations in the AI population. Outcomes measured were knowledge and 
behavior-related scores pre-intervention, immediately after the education session (post- 
intervention), and 30-day follow up (post-intervention) using valid and reliable instruments. 
Secondly, this project hoped to positively affect blood pressure by improving screening and 
control rates among the AI population over the long term (30-day follow up). Blood pressure 
measurements were compared at pre- and post-intervention. It was acknowledged that BP and 
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behavior might not change immediately during the short timeframe of this DNP project.
However, given minimal data in this specific population, these were foundational to increasing 
data available among AIs with the opportunity to provide culturally-tailored education, especially 
given a population that has been understudied and underserved. 
To achieve the first goal of increasing knowledge and initiating behavior improvement, 
HTN knowledge and lifestyle management educational content based on evidence including 
culturally-tailored strategies were finalized in summer of 2019. Approval from the UNLV IRB 
occurred in the fall of 2019 and project implementation began the end of fall 2019 and 
continued until early spring 2020. I also evaluated and analyzed data based on survey results in 
spring 2020. To achieve the second goal related to blood pressure improvement, I followed the 
same schedule and timeline as above. Completion of this DNP project was finalized in spring 




CHAPTER III: THEORETICAL UNDERPINNINGS OF THE PROJECT
Hypertension can be best understood in a theoretical context, ultimately with the goal of 
increasing the layperson’s knowledge base and promoting healthy lifestyle habits. As previously 
identified, some of the knowledge gaps resulted from lack of or misinformation about blood 
pressure, clinicians were charged to overcome this to help improve HTN outcomes. The patient 
and the medical professional must embrace the fact that HTN is a chronic condition that 
requires a proactive approach by affected individuals and supportive elements within the 
healthcare system. To that end, the problem lent itself to a theoretical foundation based on the 
Chronic Care Model (CCM) .  
Theoretical Framework of the Project  
The applicable theoretical model to guide the implementation of this DNP project was 
the Chronic Care M
individual, provider, and community resources to direct care and education toward a more self-
managed, proactive care approach that could be applied to any healthcare setting or target 
population. The use of the CCM has been shown to improve blood pressures, patients' self-
reported quality of life, and use of self-management skills (Zhang, Tang, Zhang, Liu, and Zhang, 
2017). This model is an organizational approach to help improve chronic disease care and 
includes six elements: organizational support, clinical information systems, delivery system 
design, decision support, self-management support, and community resource (CCM, 2019).  
The most applicable CCM elements in this DNP project to educate AIs about HTN 
were self-management support and community resources. Self-management refers to the ideas 
and behaviors individuals adopt concerning their chronic disease, making it important for 
providers to empower the patient (self-management support) as the one having a central role to 
CCM, 2019). With the planned educational session, AIs might be 
better empowered to monitor and control their blood pressure.
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According to the CCM (2019), community resources should also be available to support 
the individual’s efforts by encouraging community program participation, partnerships, and 
policies to improve care. In applying to this project, evidence-based resources were utilized to 
reinforce the knowledge base of the AIs in the community about HTN. To that end, the long-
term goal might be to improve the delivery of culturally-tailored, evidence-based HTN 
education, utilizing self-management support to empower AIs in the management of their blood 
pressure. An evidenced-based educational program emphasizing increased knowledge about 
HTN coupled with improved behavior and lifestyle modification would likely be successful when 
personalized for the AI community. This project was also intended to address HTN care 
disparities, particularly among AIs, by providing culturally-tailored self-management support in 
the community and engaging active patient participation in their care.  
 Furthermore, the use of the Hypertension Evaluation of Lifestyle and Management scale 
(HELM) to assess knowledge and the Hypertension Self-Care Profile (HBP-SCP) [behavior] 
instruments in this project was consistent with the CCM as these instruments measured 
outcomes this model was tasked to address in improving chronic conditions such as HTN. These 
pertinent outcomes included knowledge and behavior.  
Change Theory 
Kurt Lewin theorized a plan of social or behavioral change that could be accomplished by 
confronting the status quo while also addressing the factors needed to change and make 
 An equal force must be exerted to remodel customs by 
addressing inherent attitudes and behaviors to overcome the status quo and create positive change 
(Burnes & Bargal, 2017). The three stages of Lewin's theory were unfreezing, change, and refreeze. 
In his theoretical process, Lewin demonstrated that unhealthy attitudes are broken down in 
unfreezing, individuals begin to adopt change, and, subsequently, refreeze happens when change is 
sustained toward stability (Burnes & Bargal, 2017).  
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This change theory was highly applicable to the goal of increasing blood pressure 
knowledge and initiating positive behavioral change to achieve better HTN screening, 
evaluation, management, and control among AIs. Lewin's theory was used in this project to
effect change by confronting the factors causing poor HTN screening and control while also 
increasing the vigor of factors that cause change (Hussain et a As previously discussed, 
AIs face several threats to knowledge, appropriate behavior, and lifestyle management including 
decreased disease awareness, lack of access to medical screening, poor nutritional habits, and 
lack of adequate stress management (Shipp et al., 2014). Applying Lewin’s theory in this DNP 
project was completed according to Lewin’s three stages. In the unfreezing stage, unhealthy 
lifestyle behaviors were broken down and new ideas were reintroduced through a culturally-
tailored education session. Negative behaviors such as lack of or misinformation and the status 
quo were exposed. It was at this initial stage that the buy-in and participation were accomplished 
through information and encouragement on the benefits of improved blood pressure control
among AIs. The overall improved health status encompassed healthy nutrition, physical exercise, 
and stress management. In the change phase, it was expected the AI participants would begin to 
modify their behavior using the newly acquired knowledge from the evidence-based information 
provided in the handouts obtained from the educational session. For example, some individuals 
might decrease their 
adopting the changes from the intervention.  
These changes would then need to be practiced routinely in the final refreezing stage. 
The goal was for participants to continue the positive lifestyle-related behaviors to monitor and 
control their blood pressures. It was hoped the 30-day follow up session would be another 
opportunity for accepting and sustaining the changes introduced in the earlier stage. The 
culturally-specific targeted education and education packet provided were provided to empower 
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AIs to continue and sustain these healthy behaviors. These changes would then need to be 
practiced routinely in the final refreezing stage. The expectation was for the participants to 
continue the positive lifestyle-related behaviors to monitor and control their blood pressures.
 
22  
CHAPTER IV: PROJECT IMPLEMENTATION AND EVALUATION PLANS
Setting 
The DNP project setting for implementation was completed over a total of four meetings 
at a church in Dallas, Texas. The location had a seating capacity of 100 people and multimedia 
equipment were readily available for use. Additional private rooms were accessible for the 
provision of confidential information involved in consenting and biometric data gathering.  
Population of Interest 
The 
to read, write, and speak English, identified as AIs, and with self-reported history of HTN 
diagnosis, high blood pressure findings without a diagnosis, or had a positive family history of 
HTN. As previously defined, AIs for this project were first-generation, continent-born migrants 
from Sub-Saharan Africa who immigrated into industrialized nations such as the United States.  
Measures, Instruments, and Activities 
Blood Pressure
Peripheral BP reading is a valid and reliable measure that evaluates internal pressure using 
a noninvasive procedure with the use of an automated BP machine (Meidert & Saugel,  
 The procedure can be prone to nuances that affect the reliability of the reading. Although 
nursing and medical students are educated on accurate BP measurement, appropriate methods 
are not usually followed (Yarows, 2017). To improve the accuracy of measurement, the correct 
procedure for blood pressure measurement needs to be implemented. Current 2017 guidelines 
from the AHA and American College of Cardiology provided the checklist of evidence-based 
blood pressure measurement used in the project. Preparation of the subjects included ensuring 
they used the restroom if needed, allowed five minutes in a quiet environment without talking, 
and both feet flat on the ground and uncrossed. Correct cuff selection was necessary to ensure 
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of the heart. Two measures of the blood pressure with systolic blood pressure (SBP) and 
diastolic blood pressure (DBP) readings using the same arm were also assessed (AHA, 2017).  
The Omron® 5 Series Upper Arm Blood Pressure Monitor with Cuff that has adjustable 
arm measurements for small to large cuff size was used to measure the outcome. The validity of 
the Omron® BP measurements was supported in the literature (Chahine et al., 2015; 
Topouchian et al., 2014). Beune et al. (2011) used the Omron® BP instrument in their studies 
with reliability supported. The Omron® BP machine has an automatic built-in calibration check 
indicated by a green light (Topouchian et al., 2014). Before use, the machine was calibrated by 
comparing up to three different blood pressure readings with another blood pressure cuff 
reading at a local pharmacy.  
Hypertension Evaluation of Lifestyle and Management Knowledge Scale  
The HELM (Appendix H) is an instrument designed to measure knowledge required to 
effectively self-manage hypertension, the authors of this instrument found knowledge and active 
patient participation led to positive behavior orientation (Schapira et al., 2012). Hence, the HELM 
instrument was a measure of knowledge related to basic HTN information, management, as well as 
setting and monitoring of goals. This instrument was developed from a sample of 404 participants.
It demonstrated validity by comparing how the HELM performed with the analysis of Pearson 
correlation scores with education (HTN diagnosis and management), health literacy, health 
numeracy, and patient activation measures (Schapira et al., 2012). The HELM has 17 questions with 
a single correct response. The options are to answer either true or false or to select one answer out 
of four given options. Scores are summed with higher correct answers representing greater HTN 
knowledge necessary to effectively self-manage BP. Scores range from lowest to highest (0- 17) 
based on correct answers to the instrument. This was an important tool when combined with 
comprehensive lifestyle modification education to reinforce a significant portion of HTN knowledge 
and management. The reading level is at the sixth grade.  
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High Blood Pressure Hypertension Self-Care Profile (Behavior Subscale)
The main HBP-SCP scale is an instrument used to evaluate how individuals manage their 
hypertension using three subscales on self-care behavior, motivation, and self-efficacy (Han et 
al., 2014). 
Americans. In the interest of participant burden and specificity to this project, only the behavior 
subscale was used to evaluate self-care behaviors related to prevention or management of HTN 
(Appendix I). The authors indicated this scale could be used as a whole or to use only the 
subscale appropriate to one's project. The behavior subscale has item-total correlations from 
 Concurrent and construct validity was 
demonstrated with significant correlation coefficient (p < .05). This particular subscale was also 
able to identify participants who had blood pressure control. There are 20 items in this subscale 
with a 4-point scale format asking how often individuals performed certain behaviors necessary 
to manage HTN (e.g., physical activity, nutrition). Responses were rated from 1 (not relevant) to 4 
(very relevant). Scores were summed with higher behavior scores indicating more positive behavior 
in managing HTN.  The reading level was at the 
sixth grade (Appendix I).  
Activities
Specific activities for project implementation were completed over two participant meetings 
as follows:  
First meeting.  
• Welcomed participants on the day of arranged culturally-tailored and evidence-based 
educational intervention on screening and management of HTN  
• Handed out consent forms  
• Read the consent form elements in a group setting  
• Participants individually welcomed to an enclosed room to discuss any concerns and 
sign consent forms 
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• Allowed participants to sit in another private room to complete the attached 
demographics form  
• Obtained blood pressure, height, and weight (two volunteers, included in the IRB-
approved protocol, assisted with the collection of these data)
• Participants asked to complete the survey instrument packet including the HELM, 
(HBP-SCP [Behavior]) and Demographics questionnaire (Appendix J)  
• Participants returned to the group setting for the educational intervention  
• A brief culturally-tailored educational session conducted for approximately thirty 
minutes using a structured evidence-base education guide (Appendix B) 
• Repeated one survey instrument (HELM)  
• Answered questions participants may have and invited them to return for a brief 
follow up to occur in a month  
• Participants completed the Feasibility Questionnaire (Appendix L) and provided 
contact information for the 30-day follow up  
• Willing participants enjoyed snacks provided in the lobby  
30 day follow up.  
• Obtained blood pressure  
• Repeated the survey instruments (HELM and HBP-SCP)  
• 
• Answered questions participants may have  
Timeline  
Proposal approval from this DNP project committee was provided in April 2019. The 
IRB process started in summer 2019. The UNLV IRB was instrumental in providing project 
approval through an online submission process, telephonic consultations, and document 
revisions before final approval was issued in November 2019. Immediately after, community 
leaders in selected churches, organizations, and businesses around the location of interest were 
contacted and this project was discussed with them. Initial implementation began in late 
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November 2019 with a follow up the following month and the next session began December 
2019 with the final follow up in January 2020. 
Project Tasks and Personnel 
This DNP project was designed, implemented, and evaluated by the student investigator. 
Dr. Kawi, the project chair, oversaw all related activities and provided expert guidance. Peter 
Erskine, a data scientist, provided statistical analysis of de-identified data. Two project assistants 
received CITI certification and assisted with the collection of biometric data for this project. 
Resources and Support 
Facilitators to this project included the support of various participants including 
community leaders. The greatest facilitators had to be the dedicated faculty and educators in the 
UNLV graduate program. Through their expert guidance, the project has come to fruition and 
completion. A significant financial support contribution came from the DNP project award that 
made it possible to afford the resources necessary to complete this project.  
  
Risks and Threats  
This DNP project participants experienced minimal risk. Although there was no physical 
risk, participants may have experienced transient discomfort in answering questions about their 
HTN knowledge and lifestyle. Furthermore, some individuals may have experienced transient 
psychological guilt in the management of their health as participants were given lifestyle 
modification strategies to implement toward a healthier life.  
Marketing Plan  
An advertisement for recruiting participants (Appendix K) was approved by UNLV IRB. 
This was then posted around the Richardson African business and churches. Stakeholders were 
also contacted to introduce the project and facilitate participation. 
Evaluation Plan  
  This DNP project utilized three primary evaluation instruments including automated 
blood pressure assessment, HELM, and HBP-SCP Behavior Subscale. The evaluation plan 
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included analyses of demographic data, BP, additional biometric data (height, weight, and body 
mass index (BMI)), and responses to the HELM, HBP-SCP Behavior, and feasibility questions. 
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CHAPTER V: SUMMARY OF IMPLEMENTATION AND RESULTS
The DNP project evaluated the impact of a brief, culturally-tailored education session on 
knowledge and behavior as it related to screening and lifestyle management of blood pressure 
among adult AIs in Dallas, Texas. The project included administration of evidence-based 
education and evaluation of knowledge and behavior including measurement of blood pressure, 
height, and weight. The evaluation instruments were designed to assess HTN knowledge and 
behavioral changes before and after a briefly implemented 30-minute education session. Three 
time points of data were collected in this project: pre intervention or baseline, immediate post
intervention, and 30-day follow-up (FU) post intervention (30-day FU).  
A total of 42 participants began the study with only 17 completing the follow-up session. 
Data analyses were achieved using Statistical Package for the Social Sciences (SPSS) software, 
version 26. Participants received incentives of $10 and snacks were provided at the education 
session. Financial support for the DNP project was provided by School of Nursing funding and 
the DNP student’s funds.  
The results of this project showed that the mean scores on HTN knowledge using the  
HELM instrument at pre-intervention and immediate post-intervention were significant, (p = 
.02), implying participant knowledge on HTN increased immediately after the education session. 
However, results comparing pre-intervention and 30-day FU were not statistically significant (p = 
.56) although this was for 17 participants only. Similarly, with only 17 participants at follow-up, 
there was no significant difference between HTN-related behavior using the HBP-SCP 
(Behavior) instrument comparing pre implementation to 30-day FU (p   
Phenomenon of Interest, Problem, and Purpose of the Project  
The phenomenon of interest was in the area of HTN among AIs. The problem was the 
limited knowledge regarding HTN screening, diagnosis, and management that translated to poor 
health outcomes in the AI population. This limited knowledge has been a barrier to seeking 
medical attention and effective health management. Hence, the purpose of this DNP project was 
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to determine the impact of implementing a brief, culturally-tailored, evidence-based education 
session on HTN aimed at increasing knowledge and initiating behavior change among AIs.
Threats and Barriers to the Project 
Threats and barriers to the project included time constraints, financial cost, and active 
engagement of the participants. Approval from the IRB was delayed due to application overload 
during the fall semester in which it was submitted. Then, at the time of project implementation, 
the student investigator was no longer based within the city areas, so time became a critical factor 
in planning and efficiently implementing the project. In addition, allocating travel time between 
Las Vegas and Dallas increased financial costs, this was particularly compounded by the fact the 
participants had significant time constraints of their own that limited full participation on the 
scheduled days of follow up especially during winter and holiday seasons. 
Hence, a major threat that became apparent was the small participant size attending the 
30-day FU despite reminders. Consequently, an additional trip was made to accommodate a few 
more participants into the study for the implementation and FU dates. Further, given that most 
had not participated in a scientific study, a significant number of participants required intensive 
reassurance and guidance to follow through with all necessary tasks for the project. One of the 
instruments may have also posed a burden, instrument developers for the HELM agreed the 
instrument is lengthy with ranging difficulty in assessing differences in HTN knowledge (Schapira 
et al., 2012). Overall, the participants reported time as a constraint to complete the project-related 
activities. Although they were strongly encouraged to complete all elements of the study with 
incentives provided ($10 at implementation and at FU including snacks), a significant number 
(60%) did not follow up as project participation was voluntary.  
Monitoring of the Project  
The HELM and HBP-SCP Behavior Subscale instruments were obtained from the 
instrument developers. Permission to use these instruments was obtained and provided (Appendix 
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M). The patient education materials were developed from evidence-based materials and all were 
submitted for approval to the committee and UNLV’s IRB including the study protocol, informed 
consent, recruitment flyer, instrument packet, and CITI certifications. Once IRB was approved, 
recruitment started, and scheduling of the education sessions was done in collaboration with 
community and business leaders. Two volunteers were trained on the study protocol particularly in 
obtaining biometric data, but they had no role in the consenting process. Data collected from the 
project were deidentified, coded, and logged in an Excel document, then shared with a statistician 
for analysis. The chair (principal investigator) and DNP student actively monitored all elements of 
the project from planning to implementation and evaluation stages. No adverse problems were 
noted or reported.  
Data Collection
Data were collected after IRB approval including demographics obtained before the start 
of the project. Data included blood pressure readings, height, weight, and responses to questions 
related to HTN knowledge (HELM) and behavior (HBP-SCP Behavior subscale). The total 
numbers of questions for all instruments were as follows: demographics (14 items), HELM (17 
items), and HBP- -SCP Behavior subscale 
instrument in its original form had 20 questions, two questions asking about how often one 
forgets to take medication or fill prescriptions did not apply to the majority (90%). Thus, these 
two questions were deleted statistically during data analysis, leaving a total range of scores from a 
  
The initial goal was to recruit 50 participants, but there were only 42 participants who 
participated after two implementation sessions. Follow up strategies to increase participants included 
sending text message reminders throughout the week, calling the day before implementation, and 
contacting them again the day of follow up. An additional trip was made in January to accommodate 
participants who were unable to attend the initially scheduled meeting. Ultimately, 17 participants 
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were reached at FU and fully participated in the study. During data collection, privacy and 
confidentiality were maintained at all times, consistent with the IRB-approved study protocol. 
Data Analysis and Results 
Demographic Data
At the onset, a total of 47 participants agreed to take part in the project but five were 
excluded for not meeting inclusion criteria: three were not from sub-Saharan Africa, one was 
pregnant, and another did not commit due to time constraints and left shortly after arrival. Thus, 42 
participated in the study at pre and immediate post intervention. Of the 42 participants, only 40% 
were reached (n = 17) for the 30-day FU and completed the instruments at all three time points. The 
results of the demographic data are presented in Table 1.  
The mean age of the participants was 37.2. Most of them were female (64%), married 
some college education or higher. Many had health insurance (59%) and 
were employed full time (56%). Although only 10% (n = 4) stated they were diagnosed with 
HTN, the rest either believed they had HTN or had a family member diagnosed with HTN. Of 
the four who had HTN, only two were taking BP medications. In effect, the majority of 
participants (61%) self-rated their health as excellent and only one participant indicated having a 
chronic health diagnosis other than HTN.  
Table 1  
Participant Demographics: Biometric Data  
Characteristic   Frequency  %  
Gender        
Female  27 64 
 Male 15 36 
Highest Educational Level      
College 30 71 
 High School  2 5 
 Higher than College  3 7 
 Some college  7 17 
Health insured       
No  17 41 
 Yes    24 59 
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Employment Status      
Fulltime 22 52
 Homemaker 2 11
 Part-time  19 
Retired  2 5 
 Self-employed  1 2 
 Student  5 11 
 Unemployed 1 2
Self-Health Rating   
Excellent  23 61 
Good  4 11 
 Very Good  11 29 
Marital Status     
Married  25  
 Never married   22 
 Separated  1 3 
 Single  1 3 
 Widowed  2 5 
Any Other Medical Diagnosis     
Anxiety, liver disease, 
ulcers  1 3 
 No   97 
 
Results showed the sample size overall was overweight based on the average BMI (M = 
27.9, SD participants having weights with a BMI classification 
between overweight and obese ranges. Mean height was 171.7 cm (SD = 7.9) and mean weight 
pounds (SD = 36.0).
BP readings ranged from 90 to 160 systolic over 50 to 100 diastolic at baseline and then 
BP readings ranged from 100 to 140 systolic and 50 to 90 diastolic at 30-day FU. A paired t-test 
calculation of pre implementation and 30-day FU of blood pressure analysis showed no 
significant change in systolic (t = 0.177) and diastolic (t = 1.77) readings for the full participating 
sample (n = 17). Comparison of systolic and diastolic BP readings pre-intervention and 30-day 
FU were not statistically significant (Figure 1).
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Figure 1. Blood pressure comparison pre and 30-day FU post intervention.  
 
 
Knowledge of Hypertension  
Mean results on the HELM (n = 36), due to missing responses, indicated how much 
participants knew (how many correct answers) before the implemented educational session (M 
SD = 1.77) and the mean results immediately after the educational intervention (M = 
9.72, SD = 1.99). The paired t-test indicated a significant increase in the knowledge scores after 
the brief, culturally-tailored intervention, t (35) =-2.36, p = .02 (see Table 2). These results 
suggested an immediate benefit to a brief, culturally-tailored education intervention on healthy 














1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
Participants 
Systolic and diastolic BP pre -intervention versus 30 - day FU
Pre- intervention systolic Pre-intervention diastolic 
30-day FU systolic 30-day FU diastolic
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Table 2 
Hypertension Evaluation of Lifestyle and Management Scale Pre versus Post Intervention  
95% Confidence        
Std. Interval of the 
Difference      
 Error    Sig. (2- 
  M  SD Mean  Lower Upper  t  df  tailed) 
Pre intervention  
HELM Total –
30-day FU  
HELM Total  
-  2.19  0.37  -1.60  -0.12  -2.36  35.00 0.02  
Paired t-test comparison of HTN knowledge (n = 17) using the HELM instrument 
showed no significant difference in scores t = (16) = -0.74, p = .47 immediately post-
intervention (M = 9.65, SD = 2.4) and at 30-day FU (M= 9.24, SD = 2.7) as noted in Table 3. 
These results suggested the brief, culturally-tailored education did not affect AI knowledge of 
HTN 30 days after the project implementation.  
Table 3  
Hypertension Evaluation of Lifestyle and Management Scale Immediate Post Intervention Follow-Up versus 30-
Day  
95% Confidence
Std.   Interval of the 
Difference 
 Error    Sig. (2- 
M  SD  Mean Lower  Upper  t  df  tailed)  
Immediate post 
education HELM 
Total – 30day FU 
HELM  
Total  
-0.41  2.29 0.56  -0.77  1.59 -0.74 16.00  0.47 
Paired t-test comparison of HTN knowledge (n = 17) using the HELM instrument also 
showed no significant difference in scores t = (16) = -.59, p = .56) comparing pre intervention (M = 
Paired Differences  
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SD -days FU (M= 9.24, SD = 2.7) as noted in Table 4. These results suggested 
the brief, culturally-tailored education did not affect AI knowledge of HTN 30 days after project 
implementation when compared to baseline.
Table 4 
 
Hypertension Evaluation of Lifestyle and Management Scale Pre-Intervention versus 30-Day Follow-Up  
 
        95% Confidence           
Std. Interval of the 
Difference 
 Error    Sig. (2- 
M  SD  Mean Lower  Upper  t  df  tailed)  
Pre implementation 
HELM Total – 30-
day FU HELM  
Total  
-0.41  0.69  -  1.05 -0.60 16.00  0.56  
 
 
Behavior Related to Hypertension       
The HBP-SCP Behavior subscale evaluated HTN self-care related activities at baseline 
before the brief, culturally-tailored educational session to AIs and showed the 42 participants 
scored an average of 51.7 (SD = 12.02). Higher behavior scores indicated more positive behavior 
in managing HTN.  
A paired samples t-test was conducted to compare pre-implementation (M = 55.41, SD = 
10.94) and 30-day FU (M = 55.47, SD -SCP Behavior scores (n = 17). Results 
indicated no significant difference t (16) = - p 5. These results 
suggested the culturally tailored education did not affect HTN related self-care behaviors short 
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Table 5 
Hypertension Self-Care Profile Behavior subscale Pre-Intervention versus 30-Day Follow-Up  
95% Confidence            
Std. Interval of the 
Difference 
 Error    Sig. (2- 




30day FU HBP SCP 
(behavior)
Total  
-0.06  2.10  -4.51  4.39 -0.03 16.00   
Feasibility Questionnaire  
  Participants were offered the opportunity to provide feedback regarding the feasibility of 
the project. Participants rated their responses on a scale of the least to the highest (1-5) and a 
free text option for comments. This opportunity to rate intention, ability to carry out healthy 
lifestyle behaviors, and intention to participate in other educational sessions were offered at the 
end of the first meeting (immediate post intervention).  
Majority of the respondents (n , 95%) reported a high intention to continue engaging in 
other educational sessions at 95%. The following responses were extracted from the free 
comment section.  
“Fantastic job. Very educational” (Respondent 1). 
  “Great presentation and very informative” (Respondent 2).  
“I learned stuff” (Respondent 3).  
“The presentation was very informative and indeed helpful” (Respondent 4). 
  Initially, there were two feasibility questionnaires planned to be administered (immediate 
post-implementation and at 30-day FU). The lengthier questionnaire that inquired about the 
presentation, ease of understanding, engagement, and satisfaction was not completed. While 
Paired Differences
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additional data would have been useful to the evaluation of the educational session, it was not 
administered due to time constraints and participant fatigue.
Giving Meaning to the Project 
Discussion of the Results
One of the important points in the results of this DNP project was that a majority did not 
have a diagnosis of HTN, unlike the findings in the literature. While a majority of AIs in this DNP 
study did not have a diagnosis of HTN, many were at risk due to some elevated blood pressure
readings, positive family history, and high BMI. Blood pressure comparison between baseline and 
30-day FU showed no significant change in blood pressure findings. The population at risk did 
not demonstrate a short-term interval change in blood pressure, which was expected due to the 
short timeframe. However, this also implied many participants remained at risk of becoming 
hypertensive. According to the HTN classifications based on AHA guidelines (Appendix A), 
several participants presented with elevated blood pressures (prehypertension stage). Studies 
included in the literature review for this project and implemented in the education session 
incorporated practical steps for managing elevated blood pressure, specifically addressing native 
foods (Pettey et al., 2016; Tibebu, Mengistu, & Negesa, 2017).  
 Results also showed participants had a significant family history of HTN. This project 
was meant to provide education regarding HTN diagnosis and management to enhance health 
promotion and screening for those at risk for the condition. Hypertension is a chronic condition 
with significant costs to individuals and communities (WHO, 2013) so preventive care is of 
utmost importance.  
  Further, based on an overweight average among all participants, the project’s focus on 
healthy weight and lifestyle modification, if applied, could make a significant impact on participants’ 
health through self-care in implementing appropriate lifestyle changes discussed during the 
education session. Okafor (2014) closely associates HTN prevalence and obesity in AIs. 
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Participants without health insurance (49%) face an additional risk. This DNP project was a useful 
resource in providing an opportunity, within the community, to measure BP. The results of this 
project also showed a significant number of the participants were younger and self-rated as healthy 
with only a very small number having been diagnosed with HTN. These findings are better 
appreciated in the context of how participants acknowledged the culturally-tailored knowledge they 
received through their increased knowledge scores immediately after the education session and their 
high feasibility questionnaire responses.
The HELM instrument was utilized to measure knowledge. This project showed the 
education session resulted in scores that were significantly higher immediately post-
implementation compared to baseline which is supported by the literature. Taggart et al. (2012) 
indicated that increasing knowledge could promote healthy lifestyle behaviors in all populations. 
However, at the 30-day follow up, the knowledge and behavior scores were not statistically 
significant. This might have been due to the small sample size and that participants readily 
recalled the information given to them right after the intervention but forgot the information 
acquired over time. In previous studies, AIs have shown the positive impact of culturally-tailored 
material in addition to standard educational counseling on the impact of knowledge and 
accompanying behavior change (Beune et al., 2014). These studies often administered this 
education over a course of time, which implied the importance of conducting the educational 
session at intervals over a longer term for sustained knowledge and to initiate behavior change. 
Additional research and projects related to these are warranted.  
The paired t-test comparison of preintervention knowledge score and 
30-day FU did not approach significance as well (p = 0.56) with a mean of 9.24 (out of a high score 
of 17). Although not statistically significant, this might still indicate clinical significance in the area 
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of greater knowledge sustained at the 30-day FU. It is clear, however, that more work needs to be 
done to increase and sustain knowledge related to HTN considering these mean scores. 
For the HBP-SCP Behavior subscale, the paired t-test comparison of pre-intervention 
and 30-day FU showed a very minimal increase in the means from 55.41 to 55.47 out of a high 
score of 72 (see Table 5). Although not statistically significant, the mean score increased very 
slightly, and the standard deviation was smaller at the 30-day FU. It is important to note that the 
participants were already scoring above average on their self-reported HTN self-care related 
behaviors (M = 55.41) at baseline. A pre and post culturally appropriate education intervention 
DNP study on African Americans showed significant score improvement difference (M = 6.4, 
SD= 6.63), with participants rating themselves highly (Jones, 2019). In a cross-sectional study in 
Saudi Arabia, researchers reported that participants scored low for the HBP-SCP Behavior 
subscale (AlHadlaq et al, 2019). The risk of HTN is heightened when patients delay self-care 
related activities until after experiencing complications as seen in study of African American by 
Flynn and colleagues (2013). With a larger sample, revised approaches to increase and sustain 
knowledge and behavior, and further research, it is possible that nurse-led education on lifestyle 
and behavior change could result in clinical and statistical significance and then be replicated in 
other settings and communities (Bangurah et al., 2017).    
Degree to which project did or did not address or remediate the problem identified.  
This DNP project addressed the knowledge gap significantly as evidenced by the positive 
results in participants’ responses immediately after the education session. The other goals to 
initiate behavioral change and improve BP readings were not significant given the short-term 
follow-up interval and a small sample size. Further projects expanding on this foundation in a 
larger sample size could consider more frequent intervals of brief, scheduled educational sessions 
and reminders in between sessions. These might allow the sustainment of longer-term knowledge 
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and behavior changes. Additional studies could also specifically focus on an AI population with a 
diagnosis of HTN to determine the full impact of education on knowledge and behavior on this 
chronic condition.
Relationships among the project results to evidence identified in the review of the 
literature and the theory underlying the project.
 Closing the knowledge gap is a step toward promoting lifestyle modifications that could 
initiate positive behavior changes. This is potentially effective among AIs who are reportedly 
reluctant to use pharmacotherapy, lack social support, have inadequate exercise facilities, and 
have limited finances as a result of the migration process  This project 
confirmed a knowledge gap regarding HTN diagnosis and management within AIs. A study by 
(Gebremiachael, Berhe, Beyene, & Gebrekidan,  sought to determine the magnitude of 
uncontrolled HTN in a region in Ethiopia (a sub-Saharan country) and found low HTN 
knowledge scores poor with mean HELM scores 4.3 + 1.19 among other self-care practices. 
While the participants’ knowledge scores were slightly higher in this project, it is only a little over 
half the high score of 17 demonstrating a knowledge gap for participants in both studies.  
Education sessions and other activities designed to increase awareness of HTN and 
improve lifestyle modifications to help reduce complications could be applied to any patient 
population (Tocci & Figliuzzi, 2017). Consistent with Kurt Lewin’s theory of change, the 
participants were able to learn healthy lifestyle habits they could implement. The project results, 
however, did not show the benefit of lifestyle modifications for a population largely without a 
diagnosis of HTN. Yet, regarding participant feedback on the feasibility questions, they highly 
rated the intention to engage in healthy lifestyle changes and their ability to carry out the 
strategies advised. The CCM elements of self-management and community engagement were 
fulfilled through participants’ engagement in this DNP project as a community activity designed 
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to promote increased knowledge and attempt to initiate change in healthy behavior related to 
HTN.
How the project could advance or improve nursing practice or patient outcomes.
This DNP project could improve nursing practice by identifying the DNP student as a 
healthcare leader in the community and leverage that position to help strengthen the health of 
the community. Given the limited knowledge that existed among AIs as it related to HTN, data 
collected for this project could be used to spearhead other healthcare initiatives. An important 
tool of cultural competence utilized in a novel way is the African Heritage Food and Diet 
Pyramid, a tool promoting familiar foods to align with evidence-based health recommendations
Oldways, (2020). It is hoped that the participants, through the increased knowledge acquired, will 
become patients who are proactive and contribute to the aggregate positive health outcomes. For 
clinicians, this DNP project could be used as a tool to initiate conversations around health care 
to increase knowledge and devise further strategies for lifestyle modification, particularly those 
that are individualized and sensitive to other cultures and traditions.  
Potential for Sustainability  
This DNP project teaching handouts and other participant handouts could be used by 
anyone at any time looking to educate communities regarding HTN and promote lifestyle 
modification activities. While there were culture-specific information for the AI population, the 
evidence and other information could be generalizable to other populations. The participant 
brochures handed out are also applicable to general health and management of many other 
chronic diseases such as diabetes, obesity, and other chronic, cardiovascular-related conditions. 
These handouts are easy to understand and could be reviewed by participants at any time to help 
sustain their knowledge.  
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Utilization and Dissemination of Results and Future Scholarly Activity 
This DNP project's focus was to increase knowledge and initiate behavior change 
through lifestyle modification among AIs. It is the intent that the results benefit as many people 
as possible in the community even beyond the core participants of the study. Practitioners could 
also readily translate this knowledge to increased competency in managing AI patients.  
This project could be used as a leverage for further scientific inquiries on appropriate 
education sessions related to HTN among AIs. Although the duration of the education session 
for this DNP project was limited, this project was developed to be a realistic, practical, and 
introductory entry into this population with the intent to do longer, more comprehensive 
education sessions in the future. Future scholarly activity could expand on the initial findings to 
educate the AI community through a larger, longer-term study with an in-depth education focus. 
Disseminating this through poster presentations, oral presentations, and manuscript publications 
could be valuable in providing preliminary information among AIs who are currently 
understudied in the literature. Finally, the DNP student intends to build on these clinically 
significant project endeavors by improving clinical practice, developing additional clinical 
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APPENDIX A. BLOOD PRESSURE CATEGORY GUIDELINES FOR HYPERTENSION
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APPENDIX B. EVIDENCE-BASED GUIDELINES WITH CULTURALLY-TAILORED 
INFORMATION 
 
















Blacks are a high-





(USPSTF, 2015).  
  






risk, stroke, and 
end-stage renal 
disease (Whelton 
Pretray & Wisner, 
2016; Nguyen et 






(AHA, 2019).  




Discuss risks and 
complications to 
uncontrolled 
HTN as well as 
the benefits of BP 




What can I do to 
improve my high 
blood pressure?  
(AHA, 2019) 
Specific blood pressure values in 
Appendix A make it a very useful 
handout for AIs as an easy reference to 
classifying and recognizing the 
significance of these values. Participants 
will be encouraged to seek routine care 
with a primary care provider to ensure 
comprehensive annual health 
screenings and management of other 
comorbid conditions that correlate to 
HTN.
  
Community gatherings such as the 
proposed educational opportunity 
present an important chance to screen 
those who may not necessarily receive 
annual screening or evaluation of an 
existing HTN condition.  
  
Participants will be notified of the 
availability of blood pressure cuffs for 
free use at local pharmacy locations. 
This is useful if they do not own their 
blood pressure cuff and want to know 
their reading.
  
Appendix C also provides an easy 
resource of important strategies for 
behavior and lifestyle recommendations 










balanced diet that 
is composed of 
“vegetables, fruits, 
whole grains, fat-
free or low-fat 
Appendix C




In addition to current healthy eating 
recommendations from AHA (2019), 
specific African diaspora food regional 
diet and culturally-specific food 
pyramid will be shared. The heritage 
guide is a specific and uniquely tailored 
resource that can be used to illustrate 


















dairy products, fish, 
lean meats, 
poultry, eggs, nuts, 




and palm oils). 
Also, it limits 
sodium, saturated 
and trans fats, 
added sugars, and 
alcohol” (para 1, 
  
  
According to the 
Dietary  




guidelines for a 
2000 calorie diet are 
6-
grains, 6 or less 
4-5 vegetables, 4-5 
fruits, 2-3 low- 
-free dairy, 2-
3 fats and oils, 
1500mg sodium 
diet (NIH [Dash 
  
  
A balanced intake 
of sodium, 
magnesium, and 
calcium in the right 
amounts has been 
shown to reduce 











Appendix E Common 
Foods  
of African Heritage 







Portioning of food in a 
plate (US  
Department of 
Agriculture, 2019).  
achieve maximum health (Oldways, 
2020). This tool utilizes foods 
including those that are native to AIs 
to help meet DASH and other 
nutritional diet recommendations. 
Food experiences and enjoyment are a 
product of taste adoption from 
culture, herbs, and diet choices for AIs 
(Venter & Gany, 2011). AIs can select 
foods unique to their taste and 
preference to meet the recommended 
nutritional goals. Recommended daily 
and weekly servings of food groups 
are provided as a guide to help select 
foods from each group.  
  
Appendix E on Common foods of 
African Heritage helps select various 
food groups as recommended by NIH 
to meet the daily nutritional 
requirements in practical and realistic 
means. For example, for an individual 
to meet the 4-5 vegetable daily 
requirement, they can select a variety 
of items say cabbage, carrots, and 
okra.  
  
Appendix F helps to visualize how 
much they should eat each meal in 
combining their native foods.  
  
It is recommended that no additional 
salt is added at the table to avoid 
excess salt intake as found in several 
studies (Menyanu et al, 2017; 
Ngongalah, e
2016). The AHA and WHO guidelines 
limit salt intake to 1.5-
respectively with a recommendation to 
keep at the lower range of the 
guideline particularly for those in the 







adults are a regular 
aerobic exercise that 
is moderately 
intense such as 





as well as muscle- 
strengthening twice 
a week (AHA, 
“Changes,” 2019). 
Appendix D - The 





exercise as the key 




identifying competing priorities, 
promote community-oriented exercise 
programs and encouraging an 
informal leader to create activities 
generally family and community-
oriented. Additional exercise 
suggestions include jogging, hiking, 
climbing, swimming, team sports, and 
others. Adding variety, socializing, 
warming up, and pacing are important 
strategies.  
identifying competing priorities, 
promote community-oriented exercise 
programs and encouraging an 
informal leader to create activities 
generally family and community-
oriented. Additional exercise 
suggestions include jogging, hiking, 
climbing, swimming, team sports, and 
others. Adding variety, socializing, 










for all smokers 
(AHA, 2019).  
Appendix C  
  
There are several strategies and 
resources that AIs can use to quit 
smoking such as the use of nicotine 
preparations like patches and gums, 
medications from medical providers, 
and support groups.  




that one limits 
alcohol intake 
to no more than 








Appendix C  Encouraging spirituality and 
strengthening church memberships are 
important among AIs (LeBlue, 2017).
Promoting faith and engagement in 
activities meeting cultural needs are 
This can, in turn, prevent isolation and 
promote social support and cultural 










focusing on one 




























Appendix D also 
addressed the 
importance of 
social support and 
physical exercise 
which can help 
reduce stress.  
Beuene et al. (2014) noted that the 
process of migration lends itself to 
stress. Highlighting the roles of family 
support and spirituality among AIs 
help with HTN as these reduce stress 
(LeBlue, 2017; Senreich & Olusesi, 
2016). While AIs are unlikely to 
discuss and accept treatment for 
stress-related health issues, they can be 
encouraged to seek help from faith 
and community  












Okafor et al, 
2014).  
Appendix C and D  
  
Discuss the 
normal BMI.  
Reinforce the important element of 
maintaining a healthy weight through 
diet and exercise which has been 



















Lastly, it is important to emphasize 
other general positive behaviors 
related to managing HTN such as 
taking medications as prescribed and 
continued partnership with medical 
providers to maintain health.  
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APPENDIX C. SUMMARY OF THE 2017 CLINICAL PRACTICE GUIDELINES FOR 
NONPHARMACOLOGIC WAYS TO PREVENT AND TREAT HYPERTENSION  
  
Source: AHA (2019).    
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APPENDIX D. A PYRAMID SHOWING THE DIETARY REQUIREMENTS, ACTIVITY,
AND SOCIAL LIFE AMONG PEOPLE OF AFRICAN HERITAGE




APPENDIX E. COMMON FOOD OPTIONS OF AFRICAN HERITAGE
  
Source: Oldways (2020).  
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APPENDIX F. AN ILLUSTRATION OF SUGGESTED FOOD SERVINGS OF VARIOUS
FOOD GROUPS ON A PLATE
 
Source: U.S. Department of Agriculture (2019).  
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APPENDIX G. INSTITUTIONAL REVIEW BOARD APPROVAL 
UNLV Biomedical IRB - Expedited Review 
Approval Notice 
DATE: November 15, 2019  
TO: Jennifer Kawi, PhD 
FROM: UNLV Biomedical IRB  
PROTOCOL TITLE: [1456540-2] The impact of culturally-tailored education on knowledge and 
behavior related to screening and lifestyle management of blood pressure in  
 African Immigrants  
SUBMISSION TYPE: Revision  
ACTION: APPROVED  
APPROVAL DATE: November 14, 2019 
NEXT REPORT DATE: November 13, 2022  
REVIEW TYPE: Expedited Review 
Thank you for submission of Revision materials for this protocol. The UNLV Biomedical IRB has  
nefit ratio and a 
protocol  
design wherein the risks have been minimized. All research must be conducted in accordance 
with this approved submission.  
PLEASE NOTE:  
Should there be any change to the protocol, it will be necessary to submit a Modification Form 
through  
ORI - Human Subjects. No changes may be made to the existing protocol until modifications 
have been approved.  
ALL UNANTICIPATED PROBLEMS involving risk to subjects or others and SERIOUS and  
UNEXPECTED adverse events must be reported promptly to this office. Please use the 
appropriate  
reporting forms for this procedure. All FDA and sponsor reporting requirements should also be 
followed.  
All NONCOMPLIANCE issues or COMPLAINTS regarding this protocol must be reported 
promptly to this office.  
All approvals from appropriate UNLV offices regarding this research must be obtained prior to 
initiation of this study (e.g., IBC, COI, Export Control, OSP, Radiation Safety, Clinical Trials 
Office, etc.).  
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If you have questions, please contact the Office of Research Integrity - Human Subjects at 
- -2794. Please include your protocol title and IRBNet ID in all 
correspondence.  
Office of Research Integrity - Human Subjects  
-1047  
- -  
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APPENDIX H. HYPERTENSION EVALUATION OF LIFESTYLE AND MANAGEMENT 
SCALE 
(Reprinted with copyright permission)
the answers today. Indicate if you think the statement is true or false.  
D1. A person is considered to have hypertension if either their systolic  
blood pressure is 140 or higher or their diastolic is 90 or higher on two 
separate occasions.    
True  False
D2. Most people can tell when their blood pressure is high because they 
feel bad.                
True  False
D3. People with hypertension do not need to take medicine if they exercise 
regularly.        
True  False
D4. Most people with hypertension need more than one kind of blood 
pressure medicine to control their blood pressure.  
True  False
D5. Most of the salt Americans eat is added with a salt shaker.  
            
True  False
D6. There are about as many calories in 12 ounces of regular orange juice 
as there are in 12 ounces of regular cola.  
True  False
For the next multiple-choice section, please choose only one answer for each 
question. There are four possible answers for each question.  
D7. checks it using the BP 
  
1. It is common for blood pressure readings to vary like this.  
2. The highest blood pressure reading is the correct one.  
3. The lowest blood pressure reading is the correct one.  
4. He can be reassured that his blood pressure is normal.  
  Which one of the following increases your risk of having   
1. Weight lifting.  
2. Drinking more than 2 cups of coffee a day.  
3. Smoking a pack of cigarettes daily. 
4. Gaining 15 pounds.  
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D10. Blood pressure is measured with two numbers, an upper number and a lower number. It is 
  
1. When the upper is below 126 and the lower is below 76.  
2. When the upper is below 126, even if the lower is over 76.  
3. When the lower is below 76, even if the upper is over 126.  
4. When the average of the upper and the lower is less than 100.  
D11. An overweight 60-year old man has hypertension. He drinks one bottle of beer and 4 cups of 
regular coffee a day. He adds regular table salt to his food at most meals.  
Which one of the following changes is the most likely   
1. Lose 10 pounds.  
2. Stop drinking alcohol.
3. Switch to decaffeinated coffee. 
4. Switch to sea salt.
  
D12. Uncontrolled hypertension can lead to which of the following: 
1. Lung cancer.
2. Kidney failure.  
3. High cholesterol.  
4. Diabetes.  
  
D13. A healthy 60-
about his risk of developing hy   
1.  
2.  
3. It would be very common for a   
4.   
  
  
1. Blood pressure medicine should always be taken with food.  
2. More than one type of blood pressure medicine can be taken at the same time.  
3. Blood pressure medicine works best if it is taken at bedtime.  
4. Blood pressure medicine should not be taken if a person drank alcohol that day.
 
D15. When measuring your blood pressure at home, you should: 
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1. Always take your reading before you take your blood pressure medicine.
2. Take several readings, a minute or two apart, and record the lowest one.  
3. Take your blood pressure right after exercising and at least two hours after a meal.  
4. Take two readings, a minute or two apart, and write down the average value.
    
   
1.Eat more fruits, vegetables, whole grains and low-fat dairy products.  
2. Eliminate spicy foods.
3. Drink one glass of red wine daily.
4. Drink herbal tea instead of coffee.  
  
1. People who are on their feet most of the day will not benefit from more exercise.
2. Exercising for 30 minutes every day lowers blood pressure more than exercising for 30 
minutes, 3 days a week.  
3. Weight lifting should be avoided by people with high blood pressure.






APPENDIX I. HYPERTENSION SELF-CARE PROFILE (HBP SCP BEHAVIOR SCALE) 
(Reprinted with copyright permission)
Listed below are common recommendations for persons with hypertension. How 








1. Take part in regular physical activity (e.g. 
30 minutes of walking 4-5 times per 
 
4 3  2  1  
2. Eat less processed foods such as (e.g.  
 
4 3  2  1  
3. Read nutrition facts label to check 
 
4 3 2 1
4. Replace traditional high-salt foods (e.g. 
canned soups, Oodles of Noodles) with 
low-salt products (e.g. homemade soups, 
4 3  2  1  
5. Limit use of high-salt condiments 
(e.g.ketchup)  
4 3  2  1  
6. Eat less than 1 teaspoon of table salt per 
day (6 grams)  
4 3  2  1  
7. Eat less foods that are high in saturated 
(e.g. red meat, butter) and trans fat (e.g. 
 
4 3  2  1  
4 3  2  1  
9. Read food nutrition facts label to check 
information on saturated (e.g. butter, red 
meats) and trans fat (e.g. lard, 
4 3  2  1  
10. Replace traditional high-fat foods (e.g. 
deep fried chicken) with low-fat foods  
 
4 3  2  1  
11. Limit total calorie intake from fat (less 
 
4 3  2  1  
12. Eat 5 or more servings of fruits and 
 
  









14. Practice non- 4 3 2 1
15. Check your blood pressure at home 4 3  2  1  
 4 3  2  1  
 4 3  2  1  
4 3 2 1
19. Try to stay away from anything and 
 
4 3  2  1  
4 3  2  1  
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APPENDIX J. DEMOGRAPHIC SURVEY FORM 
Directions: Please answer the following background information about you. The information is 
helpful in understanding you and your blood pressure. The information will only be used for this 
project and will be held in confidence. Please answer all questions and select the response that best 
describes you. When applicable, please indicate an X mark in the box provided that corresponds to 
your answer. If you do not know the information requested or the question does not apply to you, 
please mark “unknown” or “not applicable” as appropriate.  
1. list your age at your last birthday.)   
  
2.  
 Male    Female        
3. Were you born in Sub-  
Yes No 
  
4. What is the highest grade or level of school you completed?  
Less than high school graduate College graduate or more 
High school graduate Higher than college graduate 
 Some college or trade school  
5.  
 Yes    No  
6.  
  Disabled, unable to work  
  Full time homemaker  
 Unemployed       Student  
 Retired          
  
7.  
 Yes     No  
  
    
 Yes     NO  
   
8. How long have you     
(Please list # of months/years _____  
10.  








12. In general, how would you rate your overall health  
 Poor    Very Good  
 Fair     Excellent  
 Good  
13.  
 Never married    Separated  
 Currently married  Divorced  
 Widowed     
  




















APPENDIX K. RECRUITMENT AND ADVERTISEMENT FLYER
Culturally-tailored education on knowledge and behavior related to screening and lifestyle 
management of blood pressure in African Immigrants.  
Be part of an important blood pressure project:  
• Are you 18 years old or above  
• Are you born in Sub-Saharan Africa (West, Central, East, and Southern Africa) and migrated to the 
United States?  
• Have you been diagnosed with high blood pressure (hypertension), was told you have high blood pressure, 
think you have high blood pressure, or have a relative with high blood pressure?  
If you answered YES, you may be eligible to participate in this research study.  
  
The purpose of this research is to examine the impact of culturally-tailored strategies to enhance 
knowledge and behavior towards blood pressure screening and lifestyle modification. This project 
includes blood pressure checks, about 20 minutes of your time to complete short surveys and a 30-
minute education session. You may be able to receive affirmation for your knowledge and behavior 
regarding blood pressure management. Participation in this project is voluntary; some light snacks 
will be provided at the events.  
  
This project is being conducted this summer. It is under the direction of Sarah Deredza, MSN, RN, 
and Doctor of Nursing Practice candidate at the University of Nevada, Las Vegas, School of 
Nursing. Please call Sarah Deredza at (502) 354-8018) for more information.  
(images from Bing.com)  
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APPENDIX L. FEASIBILITY QUESTIONS
Rate the following from a scale of 1 to 5, 5 being the highest or best:
1 
Least
 2  3  4 5
Highest 
1. Rate your intention to continue to engage in 
healthy lifestyle changes. 
   
2. Rate your ability to carry out the strategies 
discussed in the previous educational session.  
   
3. Rate your intention to continue to participate in 
other educational sessions. 
   
4. Do you have any other comments? 
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APPENDIX M. COPYRIGHT PERMISSIONS
  
  
March 27, 2019 
RE: Permission to use Hypertension Self-Care Profile  
  
To Whom It May Concern:  
  
I am writing to give my permission for Ms. Sarah Deredza to use the Hypertension Self Care
Profile (HBP SCP). Per her email, I understand that she is a graduate nursing student at the 
University of Nevada, Las Vegas and that she wishes to use the HBP SCP (behavior) in her 
doctoral practice project. In her email, Ms. Deredza indicated that her project is geared towards 
determining the impact of culturally-tailored education on knowledge and behavior related to 
screening and lifestyle management of blood pressure in  African Immigrants. As the lead 
developer of this validated instrument, I find her project closely aligns with one of the main goals 
for my research team to develop the instrument, that is to assess changes in HBP self-care 




Hae-Ra Han, PhD, RN, FAAN  
Professor of Nursing and Public Health  
Co-Director, Center for Cardiovascular and Chronic Care525 North Wolfe Street Baltimore,  
MD 21205 www.nursing.jhu.edu  
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Permission for HELM Questionnaire
Schapira, Marilyn   
 
Thu, Oct 10, 2019, 6:44 AM
 
Dear Sarah,
You are welcome to use the HELM for your project. Please use this email communication as formal 
permission to use the HELM in your project. 
Sincerely,
Marilyn Schapira, MD, MPH 
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